INTRODUCTION
In the Republic of Korea, the incidence of tuberculosis has decreased due to early diagnosis and treatment of pulmonary tuberculosis, improvement of nutritional status, and better public health (1) . The incidence of extrapulmonary manifestation in patients with tuberculosis has increased compared to that in the past with 13.7 patients for every 100000 people in 2014 (2, 3) .
Abdominal tuberculosis is the most common condition of extra-pulmonary tuberculosis, and lymphadenopathy is the most common form of abdominal tuberculosis (4) . Fistulous tract formation caused by intestinal tuberculosis is rare, and fistula formation due to intra-abdominal lymphadenitis is even rarer. We report a case of nodo-colonic fistula caused by intra-abdominal tuberculous lymphadenitis during treatment with anti-tuberculous medication. Recently, the overall incidence of tuberculosis has decreased, but the incidence of an extrapulmonary manifestation in patients with tuberculosis has increased in the Republic of Korea. Although intestinal tuberculosis is not infrequent, a fistula caused by tuberculosis is a rare condition. A 23-year-old man presented with fever, diarrhea and right lower quadrant pain. A computed tomography (CT) scan revealed a lobulated, peripherally enhancing, low density mass in the mesentery. The patient underwent laparoscopic biopsy for necrotic lymph node, and intra-abdominal tuberculous lymphadenitis was diagnosed. Four months after initiating treatment with anti-tuberculous medication, the patient developed fever together with lower abdominal pain. A follow-up CT scan revealed a fistulous tract that had developed between the initially noted lymphadenopathy and the proximal ascending colon. Laparoscopic right hemicolectomy was performed as a curative treatment. This case suggests that a nodo-colonic fistula may occur as a paradoxical response in patients with intra-abdominal tuberculous lymphadenitis during treatment with anti-tuberculous medication. The patient underwent a follow-up CT scan for evaluation of the previous lymphadenopathy. The CT scan showed that the previous tuberculous lymphadenopathy had increased in size and now contained tiny air bubbles. Fistula formation was noted between the lymphadenopathy and the proximal ascending colon (Fig.   1B, C) . The patient underwent laparoscopic right hemicolectomy.
Nodo-Colonic Fistula
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Histopathological examination revealed chronic granulomatous inflammation with necrosis associated with tuberculosis and its involvement with the intestinal wall, pericolic soft tissue, and lymph nodes ( Fig. 1D-F) . The fistulous tract between the tuberculous lymphadenopathy and the proximal ascending colon was also observed on the gross specimen. After a few weeks, the symptoms were relieved. They were attributed to the abscess and the fistula. The patient took anti-tuberculous medication for 6 months and was followed clinically. Generally, the mainstay of treatment for a fistula caused by intestinal tuberculosis is conservative management, including anti-tuberculous medication. Surgical management may be considered based on clinical symptoms. Spontaneous closure of the fistula may not occur even after four or six weeks of treatment (10) .
DISCUSSION
In conclusion, this is a rare case of fistula formation, extending from intra-abdominal tuberculous lymphadenitis to the proximal ascending colon during anti-tuberculous treatment. To the best of our knowledge, there is no published literature describing a nodo-colonic fistula. It is crucial for radiologists to know the 
